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Introduction   
   
Periodontics and restorative dentistry exists in a close synergy to each other. Optimal 
aesthetics and restorative results can be attained by performing some specific 
periodontal procedures like crown lengthening. It involves the surgical removal of hard 
and soft   periodontal tissues to gain supracrestal tooth length, allowing for a longer 
clinical crown
1-3 
and re-establishment of biologic width
4-5
. This is generally 
accomplished by surgically positioning the periodontal tissues apically. The need for 
crown lengthening is dictated by both dental and patient factors. The present case 
report depicts the use of full mouth crown lengthening to meet the functional and 
aesthetic demands of a patient with reduced vertical dimension. 
Case description 
A 29 year old female patient reported to the department of Periodontology, Faculty of 
dental sciences, C.S.M.M.U, Lucknow, Uttar Pradesh, India with a chief complaint of 
generalized worn out teeth which was not aesthetically pleasing to her She also 
complained of a generalized sensitivity to hot and cold. Her medical history was non 
contributory. Patient did not report of any deleterious habits. On intraoral examination 
generalized worn out dentition with reduced clinical crown length and collapsed bite 
was observed (Figure 1). Patient was first referred to the department of Endodontics 
for full mouth root canal treatment (Figure 2). Thereafter she was send for consultation 
to the department of Prosthodontics, and it was found out that prosthetic 
rehabilitation is not possible due to collapsed bite, thus a full mouth crown 
lengthening was selected as a treatment modality to improve the reduced vertical 
dimension. Patient was informed about the treatment and after obtaining her consent   
Phase I   therapy was performed followed by surgical crown lengthening procedure 
which was carried out arch wise. 
Procedure 
For mandibular arch, local anesthesia , a solution of  2% lignocaine with 1:80,000 
adrenaline was administred by inferior alveolar nerve block and local infiltration. 
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Abstract      
                         
Aims and objectives: Crown lengthening is a surgical procedure which aims at removal of 
periodontal tissue to increase the clinical crown height and reestablishing the biologic width. 
It is procedure which helps to meet both restorative and aesthetic demands of the patient.  
Case description: A female patient presented with a chief complaint of generalized worn out 
teeth. On examination collapsed bite with reduced vertical dimensions was observed, for 
which prosthetic rehabilitation was not possible so full moth crown lengthening was selected 
as the treatment modality. 
Conclusion: This case report demonstrated that surgical crown lengthening technique 
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Procedure 
For mandibular arch, local anesthesia , a solution of  
2% lignocaine with 1:80,000 adrenaline was 
administred by inferior alveolar nerve block and local 
infiltration. Supraosseous gingival dimensions were 
evaluated and bleeding points were marked on both 
buccal and lingual areas to expose the desired amount 
of crown. An inverse bevel incision was made following 
the bleeding points (Figure 3 and Figure 4), 
maintaining as much as keratinized gingiva as possible 
and developing interproximal pailla to facilitate a 
sound wound closure. This was followed by a crevicular 
incision and removal of tissue wedge with the help of a 
curette. Mucoperiosteal flap was elevated and 
sufficient osseous resection was done to achieve an 
overall distance of 3mm between the gingival margin 
and the alveolar crest. Bone was then recontoured to 
harmonize with tooth surface topography (Figure 5). 
This was achieved using a high speed drilling with 
carbide bur under sterile water irrigation. Flap was 
repositioned, interrupted sutures (silk 3-0) were placed 
(Figure 6) and the surgical site was covered with 
periodontal dressing. Patient was prescribed analgesics 
and antibiotics for first day and as needed thereafter. 
She was also recommended to follow all the normal 
post operative instructions. Patient was recalled after 1 
week, sutures and periodontal dressing was removed 
and the surgical area was flushed with antimicrobial 
solution. Same steps were followed for crown 
lengthening procedure for the maxillary arch and 
patient was evaluated after 1 month (Figure 7). 
Discussion 
Crown lengthening is a surgical procedure  which aims 
to increase the clinical crown height. It is a technique 
by which a clinician can address both restorative and 
aesthetic demands of the patient as in the current case 
report where full mouth surgical crown lengthening 
was selected as a treatment modality for a patient 
exhibiting generalized toothwear which resulted in 
shortened teeth; making crowning of these teeth 
problematic and also resulting in an unaesthetic smile. 
Other clinical situations where crown lengthening is 
indicated include short crown height due to loss of 
tooth structure in cases of caries or fracture, to access 
a perforation in coronal third of the root, and also  to 
correct uneven gingival contours or a gummy smile 
6
. 
Whenever crown lengthening is planned, the biological 
width must be considered. The concept of biologic 
width stems from a histologic description of the 
dentogingival complex by Gargiulo
7
. Magnitude or 
length of dentogingival complex was reported as mean 
sulcus depth 0.69mm, epithelial attachment 0.97mm 
and connective tissue 1.07mm, with total length of 
gingival complex being 2.73mm.Based on these 
dimensions several authors 
8-10
 suggested that 3mm of 
supracrestal tooth structure should be obtained during 
surgical crown lengthening. If biologic width is 
encroached upon it may cause periodontal destruction 
and may lead to gingival recession in thin tissue 
biotype and hyperplasia in thick tissue biotype
 6
. 
The methods of surgical clinical tooth crown 
restorations include gingivectomy, apically positioned 
flap and apically positioned flap with osteoectomy and 
osteoplasty. Indications of gingivectomy and  apically 
positioned flap for clinical tooth crown lengthening are 
limited and is mainly used in case of gummy smile 
when because of excess of gingiva, anatomical tooth 
crown is opened partially but gingival biological width 
is not altered 
11
. The main method performing surgical 
clinical tooth crown lengthening is apically positioned 
flap with bone reduction which was chosen in the 
present case, by which biologic width can  be altered 
to attain  a 3 mm of distance between gingival margin 
and bone crest. 
Other important clinical parameters that should be 
considered during crown lengthening is amount of 
attached gingiva. It has been shown that to maintain 
periodontal health there should be 2-3mm of attached 
gingiva
12
. In the present case scalloped incision was 
given by preserving as much of attached gingiva as 
possible. 
To conclude, surgical crown lengthening is a technique 
that can be used to increase the height of clinical 
crowns in cases with reduced clinical crown heights 
and in dentitions that are worn with reduced vertical 
dimensions. It is a surgical procedure having its 
importance in both restorative and aesthetic dentistry. 
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Figure 4: An inverse bevel incision on lingual 
side of mandibular arch. 
 
Figure 7: Postoperatively   after 1 month of 
crown lengthening procedure in both 
maxillary and mandibular  arches. 
 
Figure 3: An inverse bevel incision on buccal 
side of mandibular arch. 
 
Figure 6: Flap repositioned and placement of 
interrupted sutures. 
 
Figure 2: Radiograph after full mouth 
endodontic treatment. 
 
Figure 5: After flap elevation and bone 
contouring to achieve an overall distance of 
3mm between gingival margin and bone. 
 
Figure 1: Generalized short clinical crown in both 
maxillary and mandibular arch. 
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